Introduction.?Monocytic leukaemia was first described by Reshad and Schilling-Torgau in 1913 . Ever since its first description, it has been a subject of controversy. The (Forkner, 1938) in an analysis of 455 cases of leukaemia found 1.5 per cent cases to be acute and 0.4 per cent chronic monocytic leukaemia. The actual incidence of monocytic leukaemia is difficult to estimate, as most of the cases are acute and are very often unrecognized or confused with other types of leukaemia. Forkner (1939) (Forkner, 1938 June, 1937 , in the hospital of the Calcutta School of Tropical Medicine, for irregular attacks of fever, progressive weakness, anaemia, jaundice and chronic cough. The fever started about three months previous to admission and had never been very high. With the persistence of the fever, the patient became progressively weak and anaemic, and jaundice was noticed about a month after the onset of fever.
Past illness.?He had enteric fever 13 years ago, kala-azar 12 years ago, and occasional attacks of malarial fever; he had epistaxis two years ago. The family history did not reveal anything of importance.
On admission, the patient was found to be very anaemic and there was a moderate degree of jaundice. The heart was enlarged, the apex beat being about half an inch beyond the nipple line; there was a systolic bruit in the pulmonary and mitral areas, which was apparently hsemic in origin; and the pulmonary second sound was accentuated. The lungs did not show any abnormality. The (in thousands). (Forkner, 1934) From a study of the summary of the chief clinical features of the cases reported above, it will be seen that there was hardly any similarity of clinical picture between the cases, and very slight resemblance to the types described by Gilbert and Emile-Weil and Forkner. The stomatitis and slight gingivitis that were seen in some of the cases had but little resemblance to that described by Forkner (1938) as diffuse marked swelling of the mucous membrane, particularly of the gums, usually with ulceration and necrosis, which he considered characteristic of acute monocytic leukaemia.
In all the cases under review, the disease was associated with fever; probably it was the first noticed symptom. In two cases (I and IV) it was low remittent in type. The We (Napier, Chaudhuri and Sen Gupta, 1937) (Forkner, 1938) . Such changes have been described in both myeloid and lymphatic leukaemia.
There is no reference to bony lesions in acute monocytic leukaemia in Forkner's monograph (Forkner, 1938 (Forkner, 1939) .
Prognosis and treatment.?The disease is uniformly fatal; Warren (1929) [Jan., 1943 [Jan., (1938 
